Introduction {#sec1_1}
============

Partial unilateral lentiginosis (PUL) is a rare pigmentary disorder characterized by multiple lentigines grouped within an area of normal skin, often in a segmental pattern \[[@B1]\]. In most patients with PUL, the lesions first appear during early childhood (mean age 5 years; range from birth to 15 years) \[[@B2]\]. It is characterized by multiple lentigines that are grouped in a segmental pattern with a sharp demarcation at the midline. PUL can appear anywhere on the body, including the face, neck, trunk, and extremities \[[@B2]\]. Although treatment is not necessary, many patients with facial PUL complain of feeling intimidated during interpersonal relationships because of the cosmetically disfiguring nature of the location. There is no established standard treatment for PUL. Treatments using conventional laser methods are sometimes unsatisfactory due to common side effects, such as postinflammatory hyperpigmentation (PIH), scarring, and recurrences. And as patients with facial PUL who seek treatment are mostly of young age, long downtime and pain are also important issues. Over the last few years, the 1,064-nm Q-switched neodymium-doped yttrium aluminum garnet (QS Nd:YAG) laser has increasingly been used for "laser toning" or "laser facial" as well as for nonablative skin rejuvenation and melasma in Asian countries \[[@B3]\]. In "laser toning," multiple passes of a low-fluence laser (1.6--3.5 J/cm^2^) are delivered through a large spot size (6--8 mm) to optimize energy delivery. The intention is to have multiple laser treatments at subthreshold fluences to obtain clinical effects with less downtime \[[@B4], [@B5]\]. Herein, we report a case of facial PUL successfully treated with low-fluence 1,064-nm QS Nd:YAG laser.

Case Report {#sec1_2}
===========

A 19-year-old female presented with a history of unilateral hyperpigmented macules on her left cheek and periorbital area since early childhood. Physical examination revealed multiple brown macules measuring 1.5--2.5 mm in diameter with some lesions showing agminated forms. There was no family history of similar pigmented lesions or personal history of neurological problems. Under the clinical impression of facial PUL, the patient was subjected to 10 laser treatment sessions using a 1,064-nm QS Nd:YAG laser (MedLite C6^TM^, Hoya ConBio Inc., Fremont, CA, USA) after obtaining written informed consent. The patient was treated at 1-week intervals starting with a spot size of 6 mm, a fluence of 2.5 J/cm^2^, and a pulse rate of 10 Hz with 1--2 passes of slow sliding technique with approximately 5--15% overlap. The clinical end point was immediate lightening of pigment or mild erythema without petechiae. The fluence was elevated to 3 J/cm^2^ after the 4th session according to treatment response and patient tolerance. Ice packs were immediately applied to the entire face after laser treatment, and the patient was instructed to use broad-spectrum sunscreen daily. Patient photos were taken at baseline (Fig. [1a](#F1){ref-type="fig"}), after 4 sessions before fluence elevation (Fig. [1b](#F1){ref-type="fig"}), and 4 weeks after the last treatment session (Fig. [1c](#F1){ref-type="fig"}). The treatment was well tolerated with no significant side effects, including purpura, PIH, or scarring, except for mild erythema and a transient burning sensation immediately after the laser treatment, which disappeared within 1 h.

Discussion {#sec1_3}
==========

PUL have been reported under various names, including unilateral lentigines, lentiginous mosaicism, segmental lentiginosis, zosteriform lentiginous naevus, and agminated lentiginosis \[[@B3]\]. There have been reports of PUL in patients having either contralateral or bilateral segmental neurofibromatosis (NF) 1 with both café-au-lait macules and neurofibromas \[[@B2]\]. Also, other cases of PUL, coexisting with ipsilateral Lisch nodules, axillary freckling, or skeletal alterations, seem to suggest that many cases of PUL represent a particular form of segmental NF1 lacking neurofibromas, i.e., a forme fruste of segmental NF1 \[[@B6]\]. So, it would seem prudent to rule out NF1 in patients with PUL. Also, a few cases of PUL were associated with abnormalities of the central nervous system, including mental retardation and ipsilateral cerebrovascular abnormalities with focal epilepsy, leading to the idea that both conditions resulted from a common developmental problem of the neural crest \[[@B7]\]. Consistent with this finding, it has been suggested that chromosomal mosaicism confined to neural crest melanoblasts may have some role in this disorder \[[@B7]\].

Although the exact mechanism by which low-fluence 1,064-nm QS Nd:YAG laser improves pigmentary lesions is unclear, the term "subcellular selective photothermolysis" has been proposed to describe the mechanism of improvement of melasma with low-fluence 1,064-nm QS Nd:YAG laser \[[@B8]\]. It has been proposed that, by delivering repetitive laser energy using a sub-photothermolytic fluence (\<5 J/cm^2^) over a large spot size, melanin granules are fragmented and dispersed into the cytoplasm without cellular destruction. Because mature melanosomes accumulate in the dendrites of melanocytes, the selective photothermolytic effect of the laser can be focused intensively on dendrites. The volume of the melanocytes, the number of melanosomes, and the connecting melanocytic dendrites in individuals with melasma are reduced significantly in the epidermis with laser treatment. Therefore, this result can also be interpreted as a selective photothermolytic effect of the laser on mature melanosomes. These results revealed that low-fluence QS Nd:YAG laser treatment had a subcellular selective photothermolytic effect on a subcellular-specific organelle: melanin \[[@B3], [@B8]\]. Another explanation is melanocyte apoptosis and replacement \[[@B9]\]. The weekly laser treatment destroys melanocytes completely and accelerates apoptotic melanocyte cell death, thus removing abnormal epidermal melanocytes \[[@B9], [@B10], [@B11], [@B12]\]. Abnormal melanocytes are replaced by normal melanocytes which migrate from outer root sheath of hair \[[@B9], [@B10], [@B11], [@B12]\].

The mechanism of low-fluence 1,064-nm QS Nd:YAG laser treatment is to minimize epidermal damage and destroy melanosomes in the epidermal melanocytes. Conventional high-fluence laser techniques may cause PIH because keratinocytes are injured during the process. 532 nm of QS Nd:YAG laser, 694 nm of ruby laser, 755 nm of alexandrite, and 515--755 nm of intense pulsed light (IPL) absorb much more melanin than 1,064 nm of QS Nd:YAG laser. Thus, fluence that destroys epidermal melanocytes injures the surrounding keratinocytes, and the damaged keratinocytes secrete endothelin-1, α-MSH, ACTH, prostaglandin (PGE2, PGF2α), and nitric oxide. These cytokines activate melanocytes and increase melanin synthesis in the melanosomes, therefore causing PIH \[[@B10], [@B11], [@B12]\]. Free radical oxygen and peroxide from the keratinocytes also activate melanocytes and increase melanin synthesis in the melanosomes, eventually causing PIH \[[@B10], [@B11], [@B12]\]. Conventional high-fluence laser treatments cause petechiae and crusts, which may result in damage to fibroblasts, mast cells, lymphocytes, macrophages, and vascular endothelium. Human fibroblasts secrete several melanogenic cytokines, such as bFGF, HGF, and SCF, when they are rapidly growing or during inflammation, which suggests the possibility that overexpression of these cytokines by dermal fibroblasts may activate melanocytes in the overlying epidermis \[[@B13]\]. It is also possible that the resulting metabolites from the arachidonic acid pathway and histamine from mast cells may affect melanogenesis \[[@B14]\], thus resulting in PIH.

During the laser procedure, attention should be paid not to perform multiple passes of laser by a sliding-stacking technique as epidermal damages may occur and the damaged keratinocytes might secrete cytokines, such as endothelin-1, α-MSH, ACTH, bFGF, prostaglandin (PGE2, PGF2α), and nitric oxide, which could cause PIH. Although our patient\'s treatment outcome was satisfactory, recurrence may also be an issue as low-fluence treatment for melasma has shown recurrence. But as treatment was well tolerated without PIH or aggravation of lesions, recurrence may be treated with the same method. Although not noted in our patient, mottled hypopigmentation has been reported after multiple sessions of low-fluence 1,064-nm QS Nd:YAG laser treatment for melasma \[[@B15]\]. Even though these lesions are reversible after termination of treatment, they could be disfiguring and stressful to the patient. So, precaution should be taken when elevating laser fluence, and for some patients, even when low sub-photothermolytic fluences are used for treatment, the total cumulative dose after multiple treatment sessions may exceed the total toxic cumulative energy that would destroy the melanocytes \[[@B3]\]. Careful monitoring of patient response may prevent such side effects.

Low-fluence 1,064-nm QS Nd:YAG laser treatment does not provoke side effects, such as petechiae, crusts, pain, and PIH, during the laser treatment. It may achieve good cosmetic results in the treatment of PUL with a very safe and effective profile.
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